of the defects in urethra and rectum by secondary intention.
The commonest identifiable cause of acute terminal ileitis is infection by Yersinia, accounting for 50-80% of cases, usually Y. enterocoliticai but occasionally Y. pseudotuberculosis 2 • The latter more frequently produces a clinical picture resembling acute appendicitis due to mesenteric adenitis" with a histologically normal appendix and terminal ileum. We describe a patient with acute ileitis due to Y. pseudotuberculosis whose presenting feature was severe intestinal haemorrhage.
Case report
A 47-year-old woman, recently re-exposed to the antidepressant drug nomifensine, developed a severe immune haemolytic anaemia, her haemoglobin falling to 2.6 g/dl. Agglutination with red cells in nomifensine solution (warm IgG antibody) confirmed drug-induced haemolysis. She responded well to high dose steroids but required temporary respiratory and renal support.
During convalescence, however, she developed profuse rectal bleeding and her haemoglobin fell from 12.2 to 6.3 g/dl. At colonoscopy, fresh blood was present throughout the colon which was otherwise normal. The terminal ileum, however, showed severe mucosal inflammation, ulceration and fresh bleeding extending for approximately 0.2 m from the ileocaecal valve. Histological examination showed actively inflamed granulation tissue and ulcer slough with fibrinoid necrosis of the walls of submucosal blood vessels. There were no features to support a diagnosis of Crohn's disease and no pathogenic organisms were cultured from the biopsies. Repeated blood and stool cultures were also negative. Yersinia serology, however, detected antibodies to Y. pseudotuberculosis type 111 at a titre of 1: 320. She continued to bleed intermittently for one week, requiring transfusion with 15 units of blood over the next 10 days, but repeat colonoscopy prior to discharge showed a marked endoscopicand histological improvement. She has since remained well with no gastrointestinal symptoms and repeat serology 3 months later showed no agglutinins for Y. pseudotuberculosis.
Discussion
Although Y.pseudotuberculosis is a common pathogen of rodents and birds", human infection is rare in Britain with only 21 cases being reported in 1985 (personal communication). It was first described in 1954 when the organism was isolated from a mesenteric lymph node of a patient who had the clinical picture of acute appendicitis", Mesenteric lymphadenitis, a benign self-limiting illness with abdominal pain and fever as the main symptoms, is the most frequent manifestation of infection 
Be-thinking the NHS: medical complaints and medical discipline
Keywords: complaints procedure; medical accidents; negligence This further meeting in the current series produced some fundamental discussion points, not all of which could be addressed in the time available. Regrets were expressed afterwards that a disproportionate amount of speakers' time had been spent on the bureaucracy ofthe complaints procedure rather than on elucidating the underlying issues.
With Professor Geoffrey Chamberlain in the Chair, the first speaker was Dr Beulah Bewley, Senior Lecturer in Community Medicine at St George's Hospital. She outlined the background of the General Medical Council, now 130 years old. It was set up in the days when many 'doctors' were unlicensed and there were multiple separate licensing bodies with regional limitations. It is financed by doctors, controlled by Parliament, and its aim was and is to protect the public -by keeping the Medical Register, regulating the medical education system and taking disciplinary action for any serious professional misconduct. In 1987 the Register had 133 082 practitioners on its list, though some of these would be overseas and some retired.
The Council has 97 members, 59 of whom are elected. The others are appointed. Each group includes lay persons as well as doctors, and all categories are represented on each of the various committees through which a complaint may pass. The system is that a complaint is received first in the professionally staffed office, where it may be adequately answered without recourse to further procedures: in a recent year approximately 17% of the complaints settled there. The next stage is to pass the complaint to a member of the Preliminary Screening Panel: 61% were dealt with there. A further 71% were dealt with by the Preliminary Proceedings Committee, and only in the case of the remaining 5% did the complaint actually proceed to the Professional Conduct Committee. It may thus be seen that, while any individual practitioner has a 0.8% chance of being the subject of a complaint in anyone year, the numbers who actually find themselves having to justify themselves to the Professional Conduct Committee is relatively small.
In just under half of the overall total, the 'complaint' was in fact a conviction in a court of law, typically for drunken driving. (Any conviction against a doctor, except for a minor motoring offence, is automatically reported). The rest, just over half, were allegations of professional misconduct. These fall into four categories: neglect (e.g, failure to visit or to ensure that a locum does), abuse of professional privilege or skills (e.g, the issue of false certificates, sometimes for payment), unbecoming personal behaviour (indecency, violence, public drunkenness) and, fourthly, selfpromotion such as canvassing for patients.
